Access to health care in developing countries: breaking down demand side barriers Acesso aos cuidados de saúde nos países em desenvolvimento: rompendo barreiras contra a demanda 
Introduction
A large body of evidence confirms that many people in the developing world go without health care from which they could benefit greatly. The poor in developing countries are even less likely than the better off to receive effective health care. Concern for the level and distribution of health in the developing world demands that measures be taken to redress both facts. What are these measures? What policies can increase the utilization of effective health care, particularly by the poor in developing countries?
There are two sides to the access problem. On the supply side, good quality, effective health care may not be offered. On the demand side, individuals may not utilize services from which they could benefit. The two are obviously related. Poor quality care will arouse little interest from the public. A high level of demand, made effective by purchasing power, will induce the provision of quality care. Solving the access problem requires tackling both demand and supply side issues. Given the space constraint, this paper will concentrate on the demand side, although a recurring theme will be that the response to demand side measures is dependent on supply side conditions. There is an urgent need to establish mechanisms that can increase the availability and improve the quality of health care in the developing world. For present purposes, let us suppose that effective health care interventions can be delivered. What are the barriers that constrain access to this care, particularly among the poor, and what policy measures offer the greatest potential to break down these barriers?
In the next section (Access to Effective Health Care in Developing Countries: Evidence), evidence on access to effective health care in developing countries is reviewed. The third section (Why Are Effective Interventions Not Utilized?) identifies the main demand side barriers to access. The fourth section (Strategies to Raise Utilization of Effective Interventions) considers strategies that could potentially break down these barriers. The final section presents some key conclusions.
Access to effective health care in developing countries: evidence Access to health care can be defined in a variety of ways. In its most narrow sense, it refers to geographic availability. A far broader definition identifies four dimensions of access: availability, accessibility, affordability, and acceptability 1 . Some define access as the opportunity to use health care; others draw no distinction between access and use.
This paper circumvents such discussions and proposes that the central concern is whether individuals that can potentially benefit from effective health care do in fact receive it. Health programs and systems should be evaluated against this objective through examination of the rate of utilization of effective health care among the population in need, which has been referred to as effective coverage 2 . In practice, it is often difficult to identify both the population in need and the effectiveness of the care on offer. Much of the evidence reviewed below refers simply to the rate of utilization of health care in the population.
Effective interventions are not fully exploited
There is ample evidence confirming that access to effective health care is a major problem in the developing world. Many millions of people suffer and die from conditions for which there exist effective interventions. Three diseases -diarrhea, pneumonia, and malaria -are responsible for 52% of child deaths worldwide. For each disease there is at least one effective prevention and one effective treatment 3 . The gap between the potential and actual benefits of health care is also large in the area of reproductive health. For example, in South Asia, less than half of pregnant women get an antenatal check-up, and only one-fifth of births are supervised by someone with medical training 3 . Coverage rates for antiretroviral therapy for AIDS do not exceed 5% in low-and middleincome countries 3 .
Because of this gross underutilization of effective health care, there exist large unrealized health gains in developing countries. Child deaths could be cut by 63% worldwide if coverage rates of effective prevention and treatment interventions were to increase from current levels to 99% 4 . Raising coverage rates of maternal health interventions (the most important of which is essential obstetric care) to the same level would reduce maternal deaths by three-fourths 3 (preliminary estimates).
A multitude of factors is responsible for these missed opportunities to realize major gains in population health. On the demand side, cultural and educational factors may obscure the recognition of illness and the potential benefits from health care, while economic constraints may suppress utilization, even if benefits are recognized. It is estimated that deficient care seeking is a factor in 6-70% of child deaths 5 . In Bolivia, 60% of children who died during a study period were not taken for medical treatment during the fatal sickness episode 6 . The median study finding is that 23% of fatally ill children are not taken for treatment 5 .
On the supply side, appropriate interventions may not be provided at all, perhaps due to a lack of resources. The substantial gaps that exist between the actual health spending of many poor countries and the spending required to provide a package of essential health services suggest that lack of availability is the root of the problem in many instances 7 . It is important to recognize, however, that many effective interventions are not prohibitively expensive, even for very poor countries. For example, one half of avoidable child deaths in sub-Saharan Africa could be realized through home-delivered interventions 3 .
Where health care is available, the quality is often severely deficient, leaving its effectiveness well short of potential efficacy. One review concludes that, despite the claimed efficacy of primary health care interventions, the evidence is mixed on whether primary care clinics have any impact on population health 8 . This discouraging conclusion is attributed to the poor quality of public primary health care in many parts of the developing world. As long as such quality deficiencies persist, the estimates cited above of avoidable deaths through the utilization of effective interventions will remain purely hypothetical.
In practice, supply and demand side issues are not so easily separated. If the available health care is poor quality, it is not surprising to find there is little demand for it. There is evidence that demand does react to quality 9 . A detailed survey in a rural region of India finds very low use of public health facilities despite these being, in principle, free 10 . The reason is the very poor quality of care, although the private sector alternatives are also of dubious quality. It is futile to develop and implement policies that remove constraints on the demand for effective health care if there is little hope of such care being provided. Policy interventions on the demand and supply sides must progress in tandem.
The poor make least use of effective interventions
The first stylized fact about access to health care in the developing world is the underutilization of effective interventions. The second stylized fact is that utilization is lowest among the least well off. This is of concern from both efficiency and equity perspectives. The poor also tend to be the least healthy and most probably have the most to benefit from health care. The greatest health gains could be realized through concentrating marginal resources on treatment of the poor. The fact that those most in need make least use of health care is widely considered inequitable. Such concerns motivate the prioritization of programs that target the health care needs of the poor -primary care and child and maternal health interventions. Unfortunately, the evidence shows that there is pro-rich bias in the distribution of benefits even from these programs 11 .
The strongest evidence on the distribution of child and reproductive health interventions is from the Demographic Health Surveys (DHS) 12, 13 . Households are ranked by an index of assets possessed e.g., refrigerator, sanitary toilet, safe drinking water, etc. Averaging across forty countries in which surveys were conducted in the mid-1990s, among the poorest 20% of households 56% of cases of childhood diarrhea are treated with oral rehydration compared with 71% of cases in the richest fifth of households 12 . Coverage is highest in sub-Saharan Africa, but so is inequality in coverage. Inequalities in immunization rates are even greater. On average (42 countries), the full immunization coverage rate is 66% in the richest quintile of households compared to only 38.5% in the poorest quintile 14 . The fact that one third of children in the better off households are not immunized is far from acceptable. Even worse is that 3 in 5 poor children lack such protection. Immunization rates are lowest in Latin America and the Caribbean, not reaching 60% even for the richest 20%, but rich-poor disparities are greatest in Africa and South Asia. No more than a third of the poorest children in South Asia and sub-Saharan Africa are fully immunized. On average, the higher the overall coverage rate in a country, the greater is the rich-poor disparity. This suggests that the better off are first to benefit from marginal gains in coverage.
Socioeconomic disparities in the utilization of reproductive health services are still greater. On average (55 countries), women in the richest quintile are 5.2 times more likely to give birth under the supervision of a doctor, nurse, or midwife than the poorest fifth of women 13 . Average coverage is lowest in South Asia and parts of subSaharan Africa, while inequalities are very strong in most regions with the exception of Eastern Europe and Central Asia. Inequalities in the use of contraceptives are of a similar magnitude. A woman in the richest 20% of households is 4.6 times more likely to use contraceptives than a woman in the poorest 20% (average across 49 countries) 13 .
Comparison of results from DHS conducted in the mid-1990s with those 3-5 years later reveal some encouraging examples of progress with respect to both average coverage rates and rich-poor disparities. Egypt, Kazakhstan, and Nepal have raised immunization coverage rates among the poor and reduced inequalities between the rich and poor 13 . Egypt and Nepal increased full immunization for the poorest quintile by 26 and 22 percentage points respectively. For professionally attended deliveries, coverage has been raised and inequality reduced in Benin, Egypt, India, Nicaragua, Turkey, and Vietnam. In all cases, with the exception of Nicaragua, the fall in disparity is because the richest 20% were already close to 100% coverage in the first period. In Nicaragua, the rate for the poorest 20% apparently more than doubled (33 to 78%) in a space of only 3 years. If this does represent a genuine increase, rather than some artifact of the data, it deserves close examination to draw lessons. Unfortunately, there are also many examples of little or no progress in tackling severe gaps in coverage and startling disparities in use. In Haiti, Bangladesh, and Nepal, the rate of medically attended deliveries among the poorest 20% increased by only 1-2 percentage points from a base of only 2-3%. In Peru, Cameroon, Ghana, Malawi, and Mali, the coverage rate for medically supervised births actually fell for the poorest fifth. Evidence from a non-DHS source suggests that income-related inequalities in access to health care increased in India between 1986-1987 and 1995-1996 15 .
Besides the correction of market failures, public funding of health care is usually justified on a distributional basis. Equity, it is claimed, is inconsistent with the free market distribution of health care. Opinions may differ on the conception of equity underlying this position. Without touching on this issue, the empirical validity of this case for public intervention rests on whether it does in fact shift the health care distribution in the desired direction. The evidence shows, with a remarkable degree of consistency, that the poor actually receive a lesser share of public health expenditures in developing countries than the better off 16, 17, 18 . The evidence is summarized in Figure 1 . In only seven countries do the poorest 20% of the population received at least their population share of total public health spending. Four of these seven are in Latin America (Argentina, Columbia, Costa Rica, and Honduras) and the others are in Asia (Malaysia, Sri Lanka, and Thailand). In most of the remaining cases, the poorest fifth enjoy between 10 and 15% of the public health subsidy. In Ecuador, Gansu (China), Guinea, and Nepal, the poor get less 10% of the subsidy.
There are differences in the distributions of different levels of care. With the exceptions of Ghana and Madagascar, the share of primary care received by the poor is greater than its share of the total public health subsidy. This implies that the utilization of public hospital services is very concentrated on the better off. Even for primary care, the share of the subsidy going to the poor reaches its population share in only eight countries. In most cases, there is a pro-rich bias in the distribution of public primary care even though this is exactly the type of health care that is supposed to best meet the health needs of the poor.
Admittedly, some of the benefit incidence evidence is somewhat crude. There is often no allowance for regional variation in expenditures, and quality differences are not taken into account. Correction of either of these deficiencies is likely to strengthen, rather than overturn, the conclusion that the better off get proportionately more. A detailed benefit incidence study in Asia provides some empirical support for this contention 18 . A more serious weakness is that the analysis informs on the incidence of public health expenditures, rather than the benefits of these expenditures. Even though the poor get a lower than proportionate share of the subsidy, the impact of the subsidy on the health of the poor can still be greater. With a lower level of health, the marginal health impact of health care should be greater for the poor. Further, the poor would be less able to afford health care in the absence of public care and so the net effect of the subsidy on their total consumption of health care should be greater than for the better off, for whom there is a larger crowding-out effect 19 . This hypothesis is consistent with evidence that public spending has no significant effect on health of the nonpoor but a positive marginal impact on the health of the poor 20, 21, 22 .
In summary, the poor make less use of health care than their better off compatriots. This is true for interventions such as child immunization and oral rehydration therapy, for which need is much greater among the poor. It is also true of primary care and publicly financed care. The distribution of health care in developing countries could be much more pro-poor than it currently is. However, even though the better-off use public programs more than the poor, these programs can still shift the distribution of health care in a pro-poor direction. It all depends on the counterfactual -what would be the distribution in the absence of these programs? Differential crowding-out effects can mean that public programs are used most by the better off but have the greatest positive impact on health care utilization of the poor. To identify the impact of public expenditure on health care utilization it is necessary to move from descriptive benefit incidence studies to evaluations of specific programs. This is more demanding of data. But careful evaluation is crucial to identification of policy initiatives that can raise utilization and to understanding how the impact varies with socioeconomic characteristics.
It is also important to distinguish between the distribution of health care at a given point in time and the distribution of marginal increments to health resources 23 . It is possible that the better off do best, on average, but that the marginal gains are concentrated on the poor. For many policy considerations, the distribution of the marginal gains is important. Unfortunately, there are few marginal benefit incidence analyses of health care.
Why are effective interventions not utilized?
Many factors are responsible for the underutilization of effective health care interventions in the developing world. Most obviously, economic resources are often insufficient to support the provision of essential services. The main recommendation of the WHO Commission on Macroeconomics and Health is for a substantial scaling up of expenditures on health care 7 . A second problem is that the available resources are not allocated to the most effective interventions, are geographically concentrated in large cities, and do not reach the poor. Despite the WHO Alma Ata Declaration, the bulk of public health expenditure continues to be absorbed by hospitalbased care delivered at some distance from poor rural populations 3, 16 . Shifting the balance of resources further toward primary care would not necessarily have the desired impact on the level and distribution of population health, however 8, 19, 24 . There are major deficiencies in the quality of primary care delivered in many developing countries 8, 25 . Figure 1 Percentage of public health spending received by poorest 20%.
Source: Filmer 17 and O'Donnell et al. 18 .
Insufficient resources, inappropriate allocation, and inadequate quality are major impediments to the delivery of effective health care that reaches the poor. The access problem cannot be solved without tackling each of these deficiencies. Although the importance of these supply side issues is not underestimated, the primary focus of this paper is the low demand for health care, where it is available. Two sets of factors may suppress demand, those that limit ability to consume and those that lower willingness to consume. In the economist's parlance, constraints and preferences. Constraints are determined by the income of the household, the charges made for health care, and costs incurred to reach health services. Preferences are influenced by culture, knowledge of the potential benefits of health care, and the quality of the services available.
Constraints on the demand for health care
• Income
The evidence reviewed in the section: Access to Effective Health Care in Developing Countries: Evidence shows a strong positive relationship between living standards and the utilization of health care. The relationship is not spurious. It holds after controlling for a multitude of other determinants of health care demand (see World Bank 3 for a summary of evidence). For example, the probabilities that a woman receives prenatal care and receives a medically supervised delivery rise with income 26, 27, 28, 29, 30 . Similarly, the positive association between income and child immunization holds in multivariate analyses 31, 32 .
In a market setting, a positive impact of income on consumption is expected. Prices are less of a barrier to use for those with greater purchasing power. It is a little more surprising to find the relationship emerging for public care. This is understandable once it is recognized that charges are normally made for public care in the developing world. In addition, with long distances to travel to reach health services, the non-price costs can be substantial. Monetary costs of care ensure that income is an important determinant of health care utilization and its dispersion.
The nature of health financing in the developing world, with heavy reliance on out-of-pocket payments, strengthens the relationship between health care utilization and income. Risk pooling and cross-subsidization, possible with pre-payments systems, break the dependency of health care utilization on current income. With out-ofpocket financing and limited access to credit, which is the norm in many poor countries, current household income is the binding constraint on health care use.
• Prices Financing health care through out-of-pocket payments makes prices an important determinant of demand. In relative terms, the payments can be substantial. For example, for the poorest fifth of the population in Vietnam, the cost of a hospital visit is 22% of per capita annual household income net of food expenditure 33 . It would be surprising if such charges did not deter demand. The evidence confirms that they do 9 . There is some difference in the estimated strength of the relationship. Most studies of developing countries find health care to be price inelastic; demand falls less than proportionately to price 34, 35, 36, 37, 38 . A few obtain estimates of price elastic demand 39, 40 .
There is strong empirical support for the proposition that the poor are more price sensitive than the better off 9, 38, 41, 42 . Increases in user charges will raise the share of health care consumed by the better off, unless effective mechanisms are implemented to shield the poor from these charges. Unfortunately, the general experience with fee waivers, particularly in Africa, is not encouraging 43 
(see Strategies to Raise Utilization of Effective Interventions).
User fees often effectively exclude the poor from essential services, while recovering only a fraction of costs 44 . Abolition of user fees in Uganda was associated with increase in utilization by the poor but this was not true in South Africa, where fees for maternal and child health services where removed 45 . The effect of price increases can be offset by quality improvements 9 . There is evidence from Africa that if increased user charges are combined with reductions in travel time and improvements in quality, utilization can increase, even for the poor 41 .
Informal payments are substantial in many public health care systems. They are often greater than formal charges and may exist when official charges do not. These payments are particularly prevalent in the former Soviet Union and Eastern Bloc 46 . In Armenia in 1999, 91% of users were paying informally for public health care. In Azerbaijan and Poland, the figure was 78%. But it is not an isolated phenomenon. In one region of rural India, the poor are paying almost as much to visit a "free" public health center as for a consultation with a private doctor 10 .
• Costs other than charges In addition to charges made by the health care providers, travel costs and foregone earnings are important costs of consuming health care in the developing world. In rural areas, the distances to health care facilities and the poor condition of roads mean that time, effort, and cost required to arrive at the point of delivery can be substantial. The evidence confirms the expected negative impact on health care utilization 26, 47, 48, 49 . Halving the distance to public health facilities in Ghana was estimated to almost double their utilization rate 50 . The demand of the poor has been found to be more sensitive to travel time that of the better off in Cote d'Ivoire 41 .
Determinants of preferences for health care
• Culture and gender issues Low demand for modern health interventions often derives from deep-rooted attitudes that reflect culture and social norms. One example are continued preferences for traditional over modern therapies. The fact that use of traditional therapies generally declines with income and education suggests that social norms are not inviolable. Adherence to norms is influenced by the socioeconomic environment.
Gender attitudes and roles are particularly important determinants of health seeking behavior. Raising access to maternal, reproductive, and child health interventions is a major challenge within societies that restrict the public lives of women. Again, the social is not completely divorced from the economic. There is evidence from Indonesia that the utilization of prenatal care increases with the control a woman exercises over household finances 51 . Causality is a moot point. In Africa, women make more use of public health care than men in the highest income group but the gender bias is the opposite in the lowest income groups 16 .
• Knowledge and education Recognition of illness and the potential benefits of treatment are prerequisites for health care demand. Where a large proportion of the population is in poor health, this becomes the norm and illness is not easily recognized. If treatment coverage is low, there is less opportunity to learn of its benefit. The unfortunate outcome can be the continued toleration of illness and disease.
In India, 2 in 5 children are not fully immunized, despite the fact that immunization, at least in principle, is free. Almost a third of mothers said that they had not immunized their children because they were not aware of the benefits, and a further 30% claimed not to know where to go to get their child vaccinated 52 . A detailed study of a North Indian village demonstrates the importance of poor knowledge in diminishing demand for effective interventions 53 . Households are typically passive users of vaccines, accepting them when presented with them at doorstep but with little or no active demand. There is very poor knowledge of the link between vaccine and disease and the pace of learning of the relationship is slow. To raise utilization, it is important for the community to develop trust in the provider. Given the link between immunization and health is not immediately observable, trust can be developed through observation of the effectiveness of other services provided. The poor quality of many of the services provided impedes the development of trust.
There is substantial evidence from developing countries that the socioeconomic environment influences concepts of illness. Reported rates of illness are often higher among the better off than the poor 16, 54, 55 . In rural Tanzania, better off households are more likely to recognize signs of illness in a child (< 5 years) 56 . Differences in knowledge are reflected in disparities in utilization. The better off are more likely to seek care for a child when sick, to take antimalarials and antibiotics for pneumonia, and to receive inpatient care.
• Demand responses to poor quality Poor quality of health services is a major problem in many, but not all, developing countries 3, 8 . Facilities open and close irregularly 10 ; absenteeism rates of doctors and nurses can be very high 10, 57, 58, 59 ; staff can be hostile, even violent to patients 60 ; misdiagnosis is not uncommon 3 ; medicines are all too often unavailable, sometimes due to staff pilfering for use in private practice 3, 61 ; and there is inappropriate prescribing and treatment 3 . Deficiencies in quality have direct implications for access to effective health care. Further, one expects that demand will diminish in response to the poor quality of the care offered. The evidence confirms the hypothesis 9 . A decline in quality of public health care in Ghana was associated with 40% fall in utilization within only five years (1979) (1980) (1981) (1982) (1983) 50 .
Low quality of public primary health care can result in patients forgoing ("bypassing") care at the nearest facility and seeking care at a higherlevel public facility or in the private sector 8, 62 . In Sri Lanka, the lower the quality of the public primary care facilities, the more likely it is that patients will bypass them 63 . There is similar evidence from Pakistan, Indonesia, and El Salvador 8, 62 . Linked surveys of both health care utilization and facilities in a rural Rajasthan (India) find very low use of public health care, despite the fact that there are no formal charges 10 . The population is mainly using private care. This is in response both to the informal charges levied for public care and its very low quality. The survey finds staff absentee rates of 36-45%, sub health centers closed during regular hours 56% of the time and following no predictable pattern of opening hours. Utilization is lower at centers that open less often.
Low utilization of poor quality public care is wasteful of resources and imposes costs on patients that seek care further from home. From the perspective of patient health, individuals choosing to forgo low for higher quality care might not be considered a problem. Unfortunately, the alternative care is often also of dubious quality. The Rajasthan surveys find that 41% of "doctors" operating in the private sector admit to having no medical degree, 18% have no (para-)medical training, at all and 17% have not even graduated from high school 10 . There is also evidence of inappropriate treatment; 68% of patients are given an injection on a visit to a private doctor (32% in the public sector). It is the convenience of the private sector -people know they will find the clinic open and staffed -rather than the effectiveness of the care on offer that attracts patients away from the public sector.
Demand is not as responsive to poor quality as one might expect. Despite the appalling picture of quality in Rajasthan both in the public and private sector, households spend a large fraction (7% on average) of their budget on health care and they do not complain about the quality of health care 10 . Expectations of health services are very low. Relying on demand side pressures to provoke improvements in quality of care would be a long and painful process. Health care demand of the poor is less sensitive to quality than that of the better off 50 . This suggests that public resources could be directed to the benefit of the poor by providing lower quality, but minimal standard, subsidized care alongside a private alternative. This is not consistent with the evidence, presented in Access to Effective Health Care in Developing Countries: Evidence, which shows that the better off invariably get the largest share of the public health subsidy. One explanation is that the better off get better quality care, even within the public sector. In Africa, there is some confirmation of this proposition 16, 50 .
Strategies to raise utilization of effective interventions
Raising the utilization of effective health care in the developing world requires more money for health care. It requires that spending is directed to the most effective programs and interventions and that the geographic distribution of these programs does not grossly mismatch that of the population. It requires reforms to management, regulatory, and political mechanisms such that providers face strong incentives to deliver quality health care. These measures are necessary conditions for solving the access problem. They will ensure that truly effective health care is available. This is not sufficient. Individuals must be willing to use effective preventive and treatment interventions and they must have the purchasing power to realize this desire. How can the demand for health care be increased within resource poor settings?
Extending health insurance coverage
Financing health care through out-of-pocket payments strengthens the constraining effects of current income and price on utilization. The constraint is further tightened by the lack of borrowing opportunities. Pre-payment mechanisms, which pool risks across individuals, and credit schemes, which allow risks to be smoothed across time, weaken the household budget constraints on health care demand. There have been repeated calls for a reduction in the reliance on out of pocket financing in developing countries 7, 64 . According to Organization for Economic Cooperation and Development/World Health Organization (OECD/WHO) DAC guidelines 64 , the development of equitable financing through increasing pre-payment and risk pooling is one of four priorities for the development of a propoor health system delivering quality, accessible health services to the poor. Unfortunately, the legal, tax, and labor market institutions of lowincome countries are usually inconsistent with universal pre-payment financing mechanisms. Employment based social insurance is limited to the formal sector, which can be relatively small and excludes the less well off. Tax finance is limited by the narrowness of the tax base.
The process of economic development regulates the movement to universal coverage. Policy initiatives can accelerate the process, however. Thailand introduced universal coverage in 2001-2002, extending coverage to those outside the formal sector for a minimal charge of 30 Baht (70 US cents) per visit 65 . This is funded from general tax revenues. The impact on utilization is not yet known. Extending coverage to the whole population outside of the contributory schemes of the formal sector is expensive. A more feasible route for many low-income countries is to use the available tax revenues to extend coverage to the poor. This imposes a lower financial burden but is administratively more demanding, requiring that the poor be identified through a means test. In Colombia, the poor are covered against the costs of primary care and catastrophic events under a scheme funded by all levels of government and through cross-subsidization from contributory schemes 66 . This extension raised coverage of the poorest income quintile from 3-8% in 1993 to 47% in 1997. Insurance in Vietnam started, in 1993, with compulsory coverage of formal sector employees and voluntary cover targeted at school children and students. Insurance cover raised the service contact rate and shifted utilization toward care in hospitals and health centers that are covered by the scheme 67 . Recently, provinces have been mandated to enroll the poor in the health insurance scheme.
Rather than extend insurance cover to the poor directly, this might be achieved indirectly by granting cover based on some characteristic, such as age, that is correlated with poverty. This has the advantage of being administratively easier to implement than a means test, while respecting financial constraints that rule out full population coverage. Amongst the poor, ill health is concentrated on children. In the poorest 20% of countries, children (< 15 years) account for 50% of all deaths, compared to 4% in the richest 20% of countries 68 . Rich-poor disparities in health are greatest among the young. This suggests that an age-targeted poor oriented health policy should focus on the young 69 . Egypt, even more than Vietnam, has targeted health insurance coverage on school children. The policy has raised utilization and reduced rich-poor disparities in use among school children 70 . One significant problem is that inequalities in utilization between children attending and not attending school increased. Those not attending school tend to be poorer.
Pooling of risks at lower levels, such as the community, is less constrained by the structure of the economy. There is increasing interest in community financing schemes that are now operating in parts of Africa and Asia 71 . These are managed by community groups or nongovernmental organizations (NGOs), and essentially pool health expenditure risks at the community level. They can be integrated with existing community credit/micro-finance schemes. Households pay premiums or these are taken from cooperatives sales. Payment can be timed to coincide with periods of cash flow/harvest. In a few cases, the government contributes a subsidy. Besides administrative capacity, the existence and development of community solidarity is an essential ingredient of success 3, 71, 72 .
The Commission on Macroeconomics and Health recommends that out-of-pocket payments be channeled into community financing schemes to cover community-based delivery of basic curative care, not essential services that are to be universally available and financed centrally 7 . This is to be promoted through cofinancing from the national government, backed by donors. Examples of successful community financing schemes suggest these ideas should be given serious consideration. However, experience of application is still rather limited. Evaluations need to be conducted to better identify the ingredients of success, the consequences for health care use and household living standards, and the long-term viability of the schemes 64 .
Pro-poor price subsides
The extension of health insurance cover is a long-term goal. At low levels of development, a more feasible policy is to maintain reliance on out-of-pocket payments but to grant exemptions to groups, principally the poor, for which price is a major deterrent to use. Interventions that generate external benefits, such as immunization against infectious disease, should also be exempted. In principle, this approach allows the public expenditure subsidy to be concentrated on those most in need financially, but also medically to the extent that poverty and ill health coincide, rather than being dissipated across the whole population, or even concentrated on the better off as is indicated by the evidence reviewed in Access to Effective Health Care in Developing Countries: Evidence. The challenges lie in the identification of the poor and the provision of appropriate incentives to providers.
Criteria for exemptions must be decided. In addition to the currently poor, those vulnerable to falling into poverty through ill health may be targeted. For example, exemptions might be offered to the poorest quintile, indigenous people, migrants, adolescents, refugees, and the socially excluded e.g., slum-dwellers 64 . Verification of eligibility based on such criteria is a considerable administrative task.
There are many examples of fee waiver schemes that have failed to protect the poor and to ensure their access to health care 69, 73 . Exemption criteria are often vague, entitlement based on income is difficult to assess, little direction is given on implementation, and potential beneficiaries have poor knowledge of entitlement 74 .
The result is that local administrators, often the providers of care, have much discretion and little or no incentive to grant exemptions. In fact, where providers are not compensated for forgone fee revenue, there is an incentive to reject claims for exemptions. Africa, in particular, provides many examples of dysfunctional fee waiver schemes 69, 75, 76 . One study found one in four of those using care in Zambia were incorrectly denied an exemption 73 .
Not all the news is bad. Successful fee waiver schemes have solved the difficulties of verification of entitlement and provider incentives. Entitlement cards, issued on the basis of income and granting exemption from user charges at public facilities, separate responsibility for verification of entitlement from that for provision of care. Thailand operated such a scheme prior to the introduction of universal coverage. Crucially, providers were compensated from a special budget. There was estimated to be 20% leakage (subsidies to non-poor) from the scheme and 65% of poor were covered 77 . A similar scheme has operated in Indonesia since 1997. In this case, providers receive lump sum compensation based on the expectation of induced demand, rather than in relation to actual utilization of cardholders. The distribution and utilization of health cards is concentrated on the poor, although there is leakage 78 . The cards raise utilization of outpatient care by the poor and cause both the poor and non-poor to substitute public for private care. Utilization rises because of the price effect on cardholders, but the supply response to the budget supplement and the consequent improvement in quality has the largest impact on utilization. The non-poor largely capture this effect. Tying provider budgets more closely to the utilization of cardholders would increase target efficiency.
A health card gives entitlement to care. An alternative is to issue vouchers for the purchase of medical goods and services. In southern Tanzania, pregnant women and mothers of young children are given vouchers that can be exchanged for a discount on the price of a treated mosquito net. Combined with social marketing, the vouchers help raise the average level and reduce the richpoor disparities in use of nets 79 . In Managua, Nicaragua, female sex workers are issued vouchers that can be exchanged for consultations at private, NGO, and public clinics 80 . Incidence of sexually transmitted diseases has fallen by 65% among users of vouchers. As these examples suggest, vouchers are most feasible where demand is predictable. Nevertheless, potential applicability is much wider than is currently realized. Vouchers not only give providers a financial incentive to respond to demand, they can be used to promote competition and enhance quality. Increased use of vouchers is consistent with the switch in the role of the state from provider to steward in the health care sector 7, 64 .
Government need not administer targeting schemes. Responsibility can be given to the community and NGOs 69 . In a region of Cambodia, hospital care for the poor is paid for from a fund that is financed by aid organizations and administered by a local NGO 81 . The NGO verifies eligibility. Hospital fees of eligible patients are covered from the fund and their travel expenses are reimbursed. The impact of utilization has not been established, but more than 40% of hospital users are from the most deprived social group.
A key point that emerges from the fee waiver literature is that it is very important to pay attention to the supply side. Providers must be given incentives to meet the demand created by price subsidies. A fund must be designated and financed to pay suppliers, including those within the public sector, for the care of exempted groups. Other key ingredients of a successful fee waiver policy are: concrete eligibility criteria; independent eligibility verification through local/central officials or NGOs and not service providers; and regular review of exemption status 69, 73 .
Using cash rewards to raise utilization
Insurance and price subsidies weaken financial deterrents to health care use. The potency of this strategy is dependent upon the importance of price in determining health care utilization. If poor knowledge, education, or cultural factors are mainly responsible for low utilization, removing price barriers will have little impact on use. But economic incentives may still be a potent means of overcoming non-economic barriers to utilization. Financial rewards can be used to induce changes in health seeking behavior. In Latin America, there has been increasing use of policies that offer households cash conditional on participation in programs that develop human capital. In relation to health, the approach is practical for preventive interventions, such as immunization, child growth monitoring, and antenatal care 3 .
These cash transfers are typically targeted at the poor, either directly through a means test and/or indirectly e.g., through geographic targeting of regions with high concentrations of poverty. Cash payments can be paid directly to women. This increases the financial autonomy of women, which may be exploited to direct household spending toward services, such as maternal and child health care, to which women attach greater priority. Micro-credit schemes may be expected to have a similar effect, although the evidence in support of this is ambiguous 82 .
Evidence from evaluations of conditional cash transfers confirms positive effects on utilization 3 . Immunization rates have been raised in Nicaragua and Honduras. Health service use, e.g., prenatal care, increased substantially in Brazil, Honduras, Mexico, and Nicaragua. In Honduras and Nicaragua, the largest impacts were on the utilization by the poorest households. These are encouraging results and suggest that experimentation with and evaluation of conditional cash transfers ought to be extended to other parts of the world. As with fee waivers, attention needs to be paid to the incentives for providers to respond to the induced demand with quality care. To secure the permanence of changes in health seeking behavior, financial incentives should be combined with information on the benefits of care.
This is a promising area of policy activity. Its potential is, however, limited to preventive care interventions, the need for which is homogeneous or at least can be easily verifiable through observable demographics.
Lowering the barrier of distance
Lowering the barrier of distance requires either taking people to services or services to people. Improved transport systems reduce the cost of reaching health care and raise the ratio of facilities to catchment area population 3 . Road building is expensive and is not under the control of health sector policymakers. More feasible are schemes that lower the price of travel for health care or provide credit to cover travel expenses. In Africa, community administered and financed funds facilitate travel for emergency obstetric care and provide emergency interest free loans to cover the cost 83, 84 . There is evidence of a positive impact on emergency referral rates 3 .
The close-to-the-client system proposed by the Commission on Macroeconomics and Health is founded on the logic of bringing services closer to populations. Provision at the level of the community requires either raising finance at this level or allocating funds down to this level. With community financing, risk pooling is inevitably limited. On the other hand, distribution of funds in relation to the geographic distribution of health needs is a difficult administrative and political exercise. It is demanding of data and vulnerable to distortion through political interference. Bolivia provides a model of decentralization that has been successful in directing resources toward the poor and improving health outcomes 3 .
Conclusion
The literature convincingly demonstrates the existence of an access problem. Effective health care interventions are underutilized in the developing world, and income-related disparities in use are large. Causes of the problem are also identified: insufficient system resources; inappropriate allocation of resources across levels of care, programs, and regions; inadequate quality; insufficient household incomes; lack of access to credit; prohibitive charges (formal and informal); travel costs; cultural barriers to the acceptability of services; and misperceptions of illness and the effectiveness of care. Solutions, at a very general level, must address one or more of these causes. The difficulty lies in the design of detailed policy initiatives that tackle root problems within usually severe economic, institutional, and political constraints.
Solutions to the access problem need to be further developed at a general strategic level, but more crucially at the level of detailed policy measures. The Commission on Macroeconomics and Health 7 , OECD/WHO 64 , and the World Bank 3 have all made important contributions to the development of broad strategies. There is consensus support for universal access to essential services, priority to services close to the community but with measures to improve the quality of care, reduced role for the state in the provision of care and strengthening of its stewardship role, targeting of diseases of poverty, and more effective protection of the poor from user charges. These are really recommendations of policy goals rather than policy instruments. While there is some consensus on the general lines of a strategy for improving access to health care, details of the precise policy measures required to implement such a strategy are more difficult to identify. This is understandable. A general strategy can be defined at the global level, while policy measures should be heterogeneous, varying with the local conditions in which they are implemented. This said, there is scope for more precision in the advocacy of policies to raise health care utilization and to narrow disparities in its distribution. This precision requires strengthening of the evidence base.
Recent initiatives in health financing, price subsidies, and poverty alleviation programs are promising. Community financing, micro-credit schemes, entitlement cards, vouchers, and conditional cash transfers have all been demonstrated to raise health care utilization (see Strategies to Raise Utilization of Effective Interventions). But their application is still very limited, both geographically and with respect to the services covered. The common characteristic of these initiatives is that they work through demand side economic incentives. Community financing and fee waivers implemented through health cards remove, or at least reduce, the constraints of income and price. Micro-credit schemes relax the income constraint from current to lifetime income. Vouchers reduce the price constraint on demand. Conditional cash transfers provide a positive financial incentive to consume health care interventions. Community financing, microcredit, and fee waivers provide different degrees of insurance against unforeseen expenditures, although the nature of the risk pooling is different in each case. Community financing and microcredit, with relatively small risk/saving pools may find it difficult to cover against high cost interventions. Health cards and targeted health insurance are financed at the national level and can cover such risks. Vouchers and conditional cash transfers are essentially price incentives to induce demand for preventive care for which there is a predictable, easily verifiable need. There may be scope for extending the use of vouchers to low cost, high frequency curative care, such as primary care for small children. Further consideration should be given to the combination of these instruments to cover different needs for preventive and curative, predictable and unpredictable, and high and low cost care.
Advocacy of these initiatives is necessarily tentative while the evidence base on their effectives remains so thin. Implementation should be accompanied by evaluation for two main reasons. First, post-evaluation, the design of a scheme can be modified to improve effectiveness. Second, the evaluation provides lessons for implementation elsewhere. The OECD/WHO DAC guidelines 64 list social impact analysis as a principal role of development agencies in the realization of financing systems that improve access. The impact on the average utilization of health services should be identified and differential effects with socioeconomic characteristics tested. 
Resumo

